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A 40‐year‐old woman known for temozolomide‐induced pancytopenia was admitted to the hospital for severe abdominal pain without a history of trauma. A computed tomography (CT) scan of the abdomen (Figure [1](#ccr31792-fig-0001){ref-type="fig"}) revealed a large hemoperitoneum and an important perisplenic hematoma. The interventional radiologist performed a transcatheter embolization of the superior polar artery as a temporary measure allowing for adequate hemodynamic resuscitation. The hemoglobin level did not stabilize after eight units of packed red blood cells, and the patient was evaluated by the surgical team. The general surgeon opted for a total splenectomy by laparotomy which relieved the patient of her symptoms and allowed discharge. Macroscopic examination of the spleen (Figure [2](#ccr31792-fig-0002){ref-type="fig"}) revealed a grade IV laceration of the spleen as well as a subcapsular hematoma. Microscopic examination (Figure [3](#ccr31792-fig-0003){ref-type="fig"}) revealed expansion of the red pulp, but with absence of metastatic lesions or lymphoproliferative processes. This constellation of findings in addition to histopathologic change is consistent with atraumatic‐pathologic splenic rupture.
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![Immunohistochemical staining for selective imaging of the white pulp (shown slide illustrates CD3 staining)](CCR3-6-2279-g003){#ccr31792-fig-0003}

Atraumatic splenic rupture is an uncommon, well‐described,[1](#ccr31792-bib-0001){ref-type="ref"} and often misdiagnosed[2](#ccr31792-bib-0002){ref-type="ref"} presentation with severe consequences if unrecognized. An absence of a history of trauma does not rule out splenic rupture and defines the atraumatic entity. Treatment generally consists of total splenectomy in prevision of functional compromise.[1](#ccr31792-bib-0001){ref-type="ref"} Subsequent histologic examination will help determine whether the rupture is atraumatic‐pathologic or atraumatic‐idiopathic.[1](#ccr31792-bib-0001){ref-type="ref"} The latter is rarer, comprising 7% of atraumatic splenic rupture cases, and remains a diagnosis of exclusion.[1](#ccr31792-bib-0001){ref-type="ref"} The lack of a predisposing factor[3](#ccr31792-bib-0003){ref-type="ref"} and a normal histologic examination discriminate the atraumatic‐idiopathic entity from the atraumatic‐pathologic one.
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